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A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  08/31/11

Facility Number:  000101

Provider Number:  155193

AIM Number:  100291290

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Kindred 

Transitional Care and Rehabilitation - 

Greenwood was found not in compliance 

with Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 

483.70(a), Life Safety from Fire, and the 

2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 IAC 

16.2.

This one story facility was determined to 

be of Type V (111) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors and spaces open to the corridors.  

The facility has a capacity of 206 and had 

K0000  

_____________________________________________________________________________________________________

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to 

continued program participation.
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a census of 161 at the time of this survey.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 09/02/11.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

K0068 Combustion and ventilation air for boiler, 

incinerator and heater rooms is taken from 

and discharged to the outside air.     19.5.2.2
SS=E

Based on observation and interview, the 

facility failed to ensure 1 of 1 laundry 

rooms on Service corridor was provided 

with intake combustion air from the 

outside for rooms containing fuel fired 

equipment.  This deficient practice could 

create an atmosphere rich with carbon 

monoxide which could cause physical 

problems for 10 residents on 300 hall 

west which is adjacent to the Service 

corridor as well as visitors and staff.

Findings include:

Based on observation on 08/31/11 at 

01:57 p.m. with the Maintenance 

Supervisor, the laundry room on Service 

corridor had three, gas fueled dryers with 

no fresh air intake.  Based on interview on 

08/31/11 at 01:59 p.m. it was 

K0068 The area in question was tested 

for fumes and found to be safe.All 

other areas that involved 

combustable fuel were inspected. 

All other areas were found to be 

in compliance.A fresh air 

exchange system that meets or 

exceeds the International Fuel 

Code, and life Safety Code 

requiremants has been 

installed.The areas involving the 

use of combustable fuels will be 

inspected periodically.Negative 

findings will be reported 

immediately to the Administrator 

and PI immediately.

09/23/2011  12:00:00AM
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acknowledged by the Maintenance 

Supervisor  the three gas fueled dryers did 

not have a fresh air intake. 

3.1-19(b)
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